Background Robust evidence of the eff ectiveness of task shifting of antiretroviral therapy (ART) from doctors to other health workers is scarce. We aimed to assess the eff ects on mortality, viral suppression, and other health outcomes and quality indicators of the Streamlining Tasks and Roles to Expand Treatment and Care for HIV (STRETCH) programme, which provides educational outreach training of nurses to initiate and represcribe ART, and to decentralise care.
Introduction
Since 2006, eff orts to increase access to antiretroviral therapy (ART) in Africa have emphasised task shiftingie, delegation of clinical tasks from doctors to other health-care workers. 1 However, robust evidence of its eff ectiveness is scarce. A 2010 systematic review of task shifting in care of patients with HIV infection 2 showed that it is eff ective and can provide high-quality care, but of 25 original studies reviewed, only 11 made comparisons with alternatives, and only two of those were randomised trials. Neither trial assessed the eff ect of task shifting on mortality in people awaiting ART, which in both was initiated by doctors. 3, 4 In South Africa, a major obstacle to ART expansion has been the shortage of doctors available to initiate treat ment, because of an absolute shortfall and also because doctors spend much of their time represcribing ART. Delayed ART initiation has resulted in high mortality rates in patients who are eligible for ART but waiting for treatment . 5, 6 Thus, evidence from randomised trials is needed on whether other health workers can eff ectively and safely identify patients eligible for ART, start treatment, and then follow up and represcribe. In South Africa, nurses provide most primary care for the general population.
Streamlining Tasks and Roles to Expand Treatment and Care for HIV (STRETCH) is a complex health systems intervention with educational and organisational components. It trains nurses to assume responsibility for ART initiation and represcribing. It combines an educational outreach training model (Practical Approach to Lung Health in South Africa; PALSA and PALSA PLUS) 7-9 -previously shown to eff ectively improve care for respiratory disorders, tuberculosis, and HIV before ART is used-with additional organisational compo nents. STRETCH is intended to rationalise ART and other services for people with HIV infection, to treat patients already stabilised on ART at clinics close to their homes, to increase the number of clinics in which ART can be initiated, and to raise the number of clinics and nurses providing high-quality pretreatment care. The purpose of our study was to assess the eff ects of STRETCH on mortality, viral suppression, and other health outcomes and quality indicators, compared with the present system in which only doctors can prescribe ART.
Methods

Study design and participants
We undertook a pragmatic, parallel, cluster-randomised trial in the Free State province of South Africa. 10 The province's public-sector ART programme started in 2004, in designated nurse-led primary-care clinics and doctorled hospital outpatient departments. Patients are assessed and prepared for ART by nurses and referred to doctors for initiation and represcriptions. High mortality of patients awaiting treatment initiation by doctors 5 caused the provincial health department to introduce STRETCH and to commission us to assess its eff ect on outcomes for patients.
We enrolled patients from all 31 clinics participating in the ART programme between Jan 28, 2008, and June 30, 2009, and completed follow-up on June 30, 2010. We enrolled two cohorts to allow us to simultaneously assess the eff ect of the intervention when patients became eligible for ART initiation, and for individuals on longterm ART. Patients in cohort 1 were adults (aged ≥16 years) with CD4 counts of 350 cells per μL or less who had not yet started ART. They were either eligible for ART (CD4 ≤200 cells per μL) or likely to become eligible during the trial (CD4 201-350 cells per μL). They were followed up for at least 12 months. Patients in cohort 2 were adults who had already received ART for at least 6 months and were being treated at the time of enrolment. In clinics with more than 100 patients eligible for cohort 2, a random sample was taken electronically (sample size proportional to total number of eligible patients); in other clinics, all eligible patients were included. We excluded patients from both cohorts if they did not return to their clinic after enrolment, because they needed to visit a clinic more than once to initiate ART after obtaining CD4 results in cohort 1 or to be potentially exposed to the intervention in cohort 2.
The trial protocol was approved by the research ethics committees of the faculties of health sciences at the University of Cape Town (Cape Town, South Africa) and the University of the Free State (Bloemfontein, South Africa). Clinic managers provided written informed consent to take part in the trial. Informed consent was not requested from patients because the intervention was educational and man agerial, and was aimed at entire clinics and their staff , not at individual patients, so all patients in the same clinic would be exposed to the same intervention irrespective of whether they consented to participate. 10, 11 Patients in intervention clinics were given written information about the trial and the intervention. We adhered to ethical principles for use of medical records for research without patients' consent: 10, 12 the research had clear public benefi t; we obtained approval for the study from lead doctors and nurses managing the programme; use of data for research did not aff ect individuals' care; data were already being used by the research team for programme assessment on behalf of the provincial health department; and data confi dentiality was strictly enforced. Only specifi c data managers had access to personal identifi ers. Anonymised data were provided only to the principal investigators (LF, MOB), the lead statistician, and a health economist. With hundreds of patients in each clinic, individuals could not be identifi ed from clinic names.
Randomisation and masking
Clinics and their patients were randomly assigned to either of two parallel groups. Randomisation was done within nine strata-one for each referral hospital in the province-to avoid confounding of outcomes by variation in care provided by doctors in each hospital. One stratum contained four clinics and another two clinics; the even numbers meant that randomisation could be done in a 1:1 ratio. The other seven strata contained odd numbers of clinics and were randomly allocated to have either one more or one less intervention clinic than control clinics with simple random sampling in nQuery Advisor. Six strata each had three clinics. Three of those were rand omised with a ratio of two intervention clinics to one control clinic. The remaining three were randomised with a ratio of one intervention clinic to two control clinics. The last stratum had seven clinics, and was randomised with a ratio of four intervention clinics to three control clinics. Within each stratum, clinics were randomly assigned to intervention or control according to sequences of random numbers in a random number table (even numbers for control and odd numbers for intervention), with separate sequences for each stratum. In total, we had 16 intervention clinics and 15 control clinics. The trial statistician (CL) undertook the randomisation before the trial started. Masking of patients and clinicians was not possible because implementation of the inter vention was obvious. The interim analysis was blind, but data analysts were not masked after the database was locked for fi nal analysis.
Procedures
The model of care in the control clinics was the standard of HIV and ART care in provincial health services of the Free State before the trial, and was continued during the trial (appendix). It was consistent with public sector health services in most parts of South Africa. Patients diagnosed with HIV infection were referred to desig nated nurse-led clinics to establish whether they were eligible for ART. According to treatment protocols at the time, adults were eligible for ART when their CD4 count was less than 200 cells per μL, they had had stage IV HIV infection (AIDS), 13 or were pregnant with a CD4 count of less than 350 cells per μL. 14 Patients not yet eligible for ART received routine care, such as regular CD4 testing, until they became eligible. Patients eligible for ART were referred to ART treatment sites in hospital outpatient departments for initiation of treatment and review of ART prescriptions every 3-6 months, both done by a doctor. To comply with national regulations that require ART to be dispensed by or under the supervision of pharmacists, who were not always located in clinics (appendix), drugs were dispensed at treatment sites in patient-named packages, then delivered to clinics where nurses issued them to patients every month in-between doctor visits. In some remote areas, visiting doctors provided ART initiation and on-site represcription in nurse-led clinics. Nurses in both control and interven tion clinics continued to receive educational outreach training in the use of PALSA PLUS, which includes management of HIV infection and AIDS but not ART prescribing. Control clinics continued to receive routine managerial support and monitoring.
Intervention clinics implemented STRETCH (appendix). 15 Care of patients with HIV infection diff ered from control clinics in several ways. Prescribing nurses received at least four educational outreach training sessions about ART prescribing and side-eff ects with a special edition of the PALSA PLUS guidelines, which included algorithms to start and to monitor patients on ART, and to identify those needing referral to a doctor. 15 Patients had to meet certain criteria for nurse initiation and represcription of ART (appendix). Patients who did not meet these criteria were referred to doctors who, unlike nurses, were authorised to initiate tailored regimens, to change prescriptions, and to prescribe second-line drugs.
Nurse middle managers, who had already been trained as outreach trainers for PALSA PLUS, participated in an additional 2·5 day training course about STRETCH and delivered STRETCH educational outreach training to all nursing staff at every intervention clinic. After training, 103 nurses in intervention clinics were registered with the Free State's Pharmaceutical Services Department and authorised to initiate fi rst-line ART drugs and repeat ART prescriptions during the trial. 24 doctors who supported these nurses were familiarised with the guidelines by the STRETCH trial co-ordinator (a doctor experienced in care of patients with HIV infection; KU).
The intervention was implemented in three phases to give nurses time to gain confi dence with ART. First, training was delivered and the STRETCH trial coordinator visited every intervention clinic to establish a STRETCH team who were responsible for support of phased decentralisation of care. Second, nurses assumed responsibility for represcribing ART for patients already receiving treatment. The care for all stable patients given ART was consolidated in their clinic, so they did not need to travel to another treatment site for repre scriptions. Third, nurses began to initiate ART in eligible patients. The rate of implementation was set by clinic staff , allowing well functioning clinics to progress rapidly, Figure 1 : Trial profi le for cohort 1 ART=antiretroviral therapy. *105 of these patients died after the trial started. †119 of these patients died after the trial started. 16 clinics allocated to intervention 15 clinics allocated to control 31 clinics providing ART 6159 patients assessed for eligibility 4923 patients assessed for eligibility 769 patients ineligible 61 died before the trial started 28 started ART before the trial started 14 relocated to a non-trial clinic before the trial started 666 did not seek care after the trial started and were assumed to be lost to follow-up* 1061 patients ineligible 42 died before the trial started 23 started ART before the trial started 17 relocated to a non-trial clinic before the trial started 979 did not seek care after the trial started and were assumed to be lost to follow-up † while others took longer times. Implementation was phased between January, and December, 2008. All 16 intervention clinics successfully implemented phases one and two; two clinics could not implement phase three because of diffi culties with staffi ng and drug distribution, but remained in the trial. In each randomisation stratum, the fi rst date on which patients in intervention and control clinics were enrolled in the trial was the date that the last intervention clinic started implementation of phase three to ensure that patients in both groups were enrolled at similar times. In the two strata with the intervention clinics unable to proceed to phase three, enrolment of patients in intervention and control clinics started on Dec 1, 2008.
Data for individual patients were obtained from routine electronic medical records that had been implemented as part of the treatment programme in 27 clinics. At every clinical visit, information was written on paper forms by clinicians and entered into the province's computer system by clerks in the clinic. At the four clinics without electronic records, research fi eldworkers entered specifi c variables from paper forms in patients' folders into an electronic database.
We identifi ed deaths from programme data and by linkage with the national mortality register with national identity numbers. The national mortality register is based on death certifi cation and records 90% of all deaths, 16 including those that occur at home or in hospital that are not noted by the ART programme. We linked individuals' medical record data with the provincial health department's laboratory, hospital admission, and tuberculosis databases.
Data were downloaded to a central database every week. We implemented routine checks of data quality to minimise missing and unreliable data, prioritising variables used to assess eligibility and primary outcome measures. For example, patients with missing national identity numbers, or numbers that did not match their recorded date of birth or did not conform to the standard identity number algorithm used in South Africa were identifi ed every 2-4 weeks. Eight research fi eldworkers travelled to the trial clinics and searched for missing information in patients' paper records. A dedicated database manager co-ordinated data collection, management, and linkage, and reported weekly on enrolment, follow-up, and data quality.
The primary outcome for cohort 1 was time from enrolment to death. Each patient's follow-up was censored 12-18 months after enrolment, depending on whether patients were enrolled towards the end or beginning of the process, to ensure comparable followup across clinics that started implementation early or late. Secondary outcomes were measures of health status (changes in weight and CD4 cell counts, viral loads, hospital admissions, and inpatient days) and indicators of quality of care (ART initiation, time from enrolment to start of ART, detection of tuberculosis, co-trimoxazole provision, programme retention 1 year after enrolment, baseline CD4 cell count in patients who started ART, and clinic consultations with nurses and doctors).
For cohort 2, the primary outcome was the proportion with undetectable viral loads (<400 copies per mL) 1 year after enrolment. Secondary outcomes were measures of health status (time to death censored 12-18 months after enrolment, changes in weight and CD4 cell counts, hospital admissions, and inpatient days) and indicators of quality of care (programme retention, diagnosis of tuberculosis, co-trimoxazole pro vision, switching of ART regimens, and clinic consultations with nurses and doctors).
Statistical analysis
For cohort 1, sample size was calculated for a superiority trial, because we hoped that STRETCH would increase access to ART and thus reduce mortality in the intervention group. We analysed previous programme data ART=antiretroviral therapy. *22 of these patients died after the trial started. †22 of these patients died after the trial started. ‡After 12 months of follow-up, patients had been recorded as withdrawn or relocated, or they had had no clinic visit or laboratory test in the previous 6 months, and we had no documentation of death. 16 for patients with initial CD4 counts of 350 cells per μL or less in the trial clinics between 2004, and 2007, and noted that 29% of patients followed up for at least 1 year died within that year, with an intra-clinic correlation coeffi cient (ICC) of 0·01. A sample size of 6000 (3000 per group) would provide 90% power to detect a 6% diff erence in 1-year mortality (24% vs baseline frequency of 30%) at the 5% signifi cance level (two-sided), assuming ICC was 0·01. On the basis of a 10% dropout rate in our previous trial, 7 the sample size was increased to 7400. This increased sample size was a conservative adjustment with the denominator (1-[rate of loss to follow-up])²ie, 6400/(0·9²)-which accounts for the dropout in the intervention group and the proportion receiving the standard of care. 17 We planned for, and completed, an interim analysis 1 year after recruitment started. Neither of the prespecifi ed stopping rules (diff erence between groups in either primary outcome with p<0·001) 10 for either cohort were met, and the trial monitoring committee recommended that the trial continue. However, the analysis of pooled data showed that the 1-year mortality rate was lower than had been previously assumed; therefore, more patients were enrolled into cohort 1 than was originally planned. For cohort 2, sample size was calculated for an equivalence trial, because we hoped to show that nurseled ART would be as eff ective in maintenance of viral suppression as is doctor-led treatment. In previous programme data, 82% of patients who had received ART for 12 months had undetectable viral loads, with an ICC of 0·005. A sample size of 4000 (2000 per group) would provide 90% power to show equivalence between groups with a 6% equiva lence limit, with 5% signifi cance and an ICC of 0·005. To allow for 10% dropout, the sample size was increased to 4900 (ie, 4000/[0·9²]). This 6% equivalence limit was smaller than was the 9% equivalence limit for viral suppression used in the Jinja trial. 3 The interim analysis of pooled data showed that the proportion of patients with a measured viral load measured after 1 year was lower than had been previously assumed; therefore more patients were enrolled into cohort 2 than was originally planned.
Eff ects of the intervention were estimated by comparisons of patients in the intervention and control groups with multiple regression models and Huber-White robust adjustment of errors for intra-cluster correlation of outcomes; they were stratifi ed by randomisation strata with Stata (version 11.1). All clinics and patients were analysed in the treatment group to which they were randomly assigned (intention-to-treat). Time from enrolment to death was analysed with Cox proportional hazards models. Time from enrolment to ART initiation was analysed by competing risks regression, 6 with death as a competing risk. For these time-to-event analyses, follow-up was censored on June 30, 2010, or 18 months after enrolment, whichever was earlier, thus providing 12-18 months of follow-up.
For the preplanned subgroup analysis of patients in cohort 1, we included an allocation-subgroup interaction term in the Cox model to separately estimate the eff ect of the intervention on survival in patients with CD4 counts higher and lower than 200 cells per μL at enrolment. We used binomial regression to estimate diff erences in proportions of patients with suppressed viral loads, and other secondary outcomes in cohort 2. We calculated risk ratios for secondary binary outcomes for cohort 1. We used linear regression to compare changes in CD4 count and weight in both cohorts, by comparing values at the end of follow-up while adjusting for the corresponding baseline values (ANCOVA). 18 
Role of the funding source
The sponsors of the study had no role in the study design, data collection, data analysis, data interpretation, or writing of the report. The corresponding author had full access to all the data in the study, and LF and MOB share fi nal responsibility for the decision to submit for publication. Table 1 shows patients' baseline characteristics. In cohort 1, 997 (20%) of 4943 patients with known vital status at the end of the trial analysed in the intervention group and 747 (19%) of 3862 analysed in the control group died (ICC 0·008; fi gure 1). Time to death did not diff er between groups (table 2, fi gure 3). Adjustment for baseline characteristics did not change this result (table 2, appendix). The preplanned subgroup analysis 10 showed that intervention-group patients with CD4 counts of 201-350 cells per μL at enrolment had a 27% lower risk of death than did those in the control group, but this diff erence was not sig nifi cant; we recorded no diff erence between groups in patients with CD4 counts of 200 cells per μL or less at enrolment (table 2, fi gure 3). In patients with CD4 counts of 201-350 cells per μL, adjustment for charac teristics strengthened the association between the inter vention and mortality (table 2) .
Results
With pooling of patients in intervention and control groups in cohort 1, ART was associated with a 47% lower risk of death than no treatment (hazard ratio [HR] 0·53, 95% CI 0·42-0·68). The strength of this association did not diff er between intervention and control groups (data not shown). Detection of tuberculosis, programme retention, and CD4 cell count at the end of follow-up were higher in the intervention group than in the control group (table 3) . In the intervention group, 965 (26%) of 3712 ART initiations were by a nurse; in the control group, none were.
In cohort 2, viral suppression a year after enrolment did not diff er between intervention and control patients, and the prespecifi ed equivalence limit of 6% was met ( control group, suggesting that the increased numbers of switches in the intervention group were appropriate. Time to death did not diff er between groups (fi gure 3). Patients in the intervention group visited nurses more often than did those in the control group in both cohorts, and doctors in cohort 1 (appendix). Adverse events of interest were deaths and admissions to hospital (fi gures 1, 2, appendix).
Discussion
We have shown that task shifting of the primary responsibility for ART from doctors to primary-care nurses in a large-scale public sector programme did not improve survival of patients not yet taking ART with CD4 counts of 350 cells per μL or less, but did in patients with CD4 counts of 201-350 cells per μL, although the diff erence was not signifi cant. It did achieve its second primary goal of equivalent viral load suppression in patients already taking ART at enrolment. The 95% CI for the comparison of viral load suppression were more precise in our study than in the Jinja trial of ART task shifting, 3 because our sample size was larger. Additionally, the STRETCH intervention improved several other health outcomes and quality indicators. No outcomes were worse in intervention groups than in control ones. Our encouraging evidence supports task shifting of ART from doctors to nurses and other health workers, which seems essential for ART expansion in South Africa and elsewhere in Africa. Since our trial ended in 2010, South African national policy has changed to promote nurse initiation and management of ART. 19 However, if such a strategy is implemented without suffi cient clinical and management support, it could be less eff ective than the STRETCH programme was in our trial.
Our trial was done to a high standard, with enrolment exceeding our planned sample sizes, and with data for primary outcomes available for 94% of participants. With two cohorts of patients, we could simultaneously assess eff ects on both short-term and long-term care. Linkage of electronic clinical, laboratory, hospital, and mortality data made the examination of a wide range of health outcomes and indicators of care quality possible for large and generalisable samples of patients. However, our study was limited by the restriction of follow-up to 18 months. Furthermore, we were missing data for weight and CD4 cell count in both cohorts, and for viral load after 12 months of ART in cohort 1.
Outside of the trial, the Free State Health Department attempted to improve access to doctors so as to accelerate ART provision from July, 2008. Doctors who were part of the ART programme were instructed to visit specifi c clinics to review problem cases, to complete represcriptions, and to initiate pa tients on ART. This change in programme might have unintentionally favoured the control group if these doctors thereby provided more intensive and expert care than would otherwise have been available. Intervention clinics were less likely to have doctor-provided ART initiation on site at the start of the trial and by the middle of the study, this disparity had increased with on-site doctors at 11 (73%) of 15 control clinics and seven (44%) of 16 intervention clinics. Therefore, a clinic's ability to expedite ART initiation in patients whom nurses thought needed to Data are n/N (%) or mean (SD), unless otherwise stated. ART=antiretroviral therapy. *Regression models adjusted for randomisation strata and intra-cluster correlation of outcomes. †Follow-up censored, so no mean time to ART listed. ‡Adjusted for the competing risk of death. §Patients were judged to be retained by the programme when after 12 months they were alive, were not known to have withdrawn or relocated, and had documentation of a clinic visit or laboratory test in the previous 6 months (if started ART or last known CD4 count was less than 200 cells per μL) or in the past 9 months (if they had not started ART and last known CD4 count was more than 200 cells per μL). ¶Patients with at least 6 months of ART and viral load results available. Data are n/N (%) or mean (SD), unless otherwise stated. *Regression models adjusted for randomisation strata and intra-cluster correlation of outcomes. †All patients enrolled in the trial were included in the denominator; of these 2308/3029 (76%) of patients in intervention group and 2499/3202 (78%) in control group had been receiving ART for more than 2 years when viral load was measured; 1084/3029 (36%) patients in intervention group and 1125/3202 (35%) in control group had been receiving ART for more than 3 years. ‡Follow-up censored, so no mean time to time to death listed. §Patients were judged to be retained by the programme when after 12 months they were alive, not known to have withdrawn or relocated, and had documentation of a clinic visit or laboratory test in the previous 6 months. be assessed by a doctor might have been reduced in intervention groups. This pragmatic trial realistically shows practical problems with large-scale implementation of ART in Africa. Several reasons could explain why the inter vention did not accelerate ART initiation or reduce mortality in cohort 1, and why only a quarter of patients who started ART had treatment initiated by nurses. First, our qualitative research showed that many STRETCH nurses were initially hesitant to initiate ART when they had the option of referrals to doctors. Second, allocation of increased numbers of doctors to control clinics during the trial probably placed intervention clinics at a comparative disadvantage. Third, diffi culties with funding and delivery of ART to clinics reduced STRETCH nurses' ability to initiate ART promptly. For example, initiation of ART was suspended for 3 months from November, 2008, to February, 2009, because the provincial health department temporarily exhausted its ART budget, 20 as in other countries when donor funding has decreased. 21 Fourth, during the trial several clinics that were not in the study started to provide ART. This change could have reduced the workload of trial clinics, thus decreasing the extent to which STRETCH could accelerate ART initiation compared with control clinics. The favourable results for cohort 1 patients with CD4 counts of 201-350 cells per μL at enrolment, and for cohort 2 patients, suggest that nurses in intervention clinics could competently build on what they had done before-ie, preparation of patients for ART initiation and monitoring of those already on ART. However, the subgroup analysis of mortality in cohort 1 should be interpreted with caution, because the diff erence in eff ects between subgroups was moderate, the inter vention-subgroup interaction was marginally sig nifi cant, and the subgroups defi ned by CD4 cell count were not precisely defi ned in advance.
Nurses in the intervention group had little trouble with task shifting of represcriptions from doctors, which relieved doctors of a heavy burden and enabled them to focus on referred patients who were seriously ill. Biological evidence that intervention patients received more eff ective treatment than did those in the control group included the large increase in CD4 cell count in both cohorts and weight gain in cohort 1. In cohort 1, patients in the intervention group were more likely to remain in the programme and to have tuberculosis identifi ed than were those in control clinics, and in cohort 2, switching of regimens occurred more in intervention than control clinics, indicating that STRETCH training and guidelines improved the delivery of appropriate care. Increased regimen switching could have resulted from nurses having good awareness of adverse treatment eff ects or drug resistance, leading to referrals to doctors authorised to switch regimens.
Our trial is unique because we included and followed up patients who had not yet started ART, and because the intervention included nurse initiation of ART. In the two most similar trials of ART task shifting-the CIPRA trial in South Africa 4 and the Jinja trial in Uganda 3 (panel)treatment was initiated by doctors but followed up by nurses and non-medical fi eld offi cers, respectively. These trials 3,4 also provided substantially more training than we did in our trial, and patients who had not yet started ART were not followed up. However, our fi nding that outcomes were no worse in intervention than in control groups is in keeping with their results.
The high mortality of cohort 1 patients is of concern, although it is lower than the proportion who died within 1 year of enrolment in these clinics before 2008 (29%), and much lower than the proportion who died in the province before 2006 (87%), 5 continuing the trends of decreasing mortality in South African ART programmes over time. 24 STRETCH is thus an eff ective and feasible method of rapidly expanding ART provision in South Africa and other countries where shortages of doctors restrict access to ART. The increased rates of clinic visits to both doctors and nurses in cohort 1 could constrain implementation, although the lower rates and duration of
Panel: Research in context
Systematic review
We searched PubMed and Google Scholar for randomised trials assessing task shifting of antiretroviral therapy (ART) published at any time before Oct 31, 2011, with the search terms "antiretroviral", "task-shifting" or "nurse" or "community health worker", and "trial". We identifi ed three randomised trials of ART task shifting: cluster-randomised trials from Uganda 3 and Kenya, 22 and the individually randomised CIPRA trial from South Africa. 4 Another trial from Uganda 23 was excluded because it investigated the addition of community-based follow-up to clinic-based care, and so did not entail task shifting as defi ned by WHO. 1 The Ugandan 3 and Kenyan 22 trials compared clinic-based with community-based ART follow-up. The CIPRA trial 4 compared ART follow-up by nurses with follow-up by doctors, both provided at clinics. After ART initiation in one clinic, the Ugandan study 3 was based in 44 geographical areas, but the Kenyan one 22 was in only one clinic and CIPRA 4 was in two. All three trials had similar outcomes (viral load suppression, CD4 cell counts, and loss to follow-up) for patients on ART. In the Ugandan 3 and South African 4 trials, ART was initiated by doctors. None of these trials enrolled patients who had not yet started ART but were eligible or would soon be eligible. All three trials showed no signifi cant diff erence in outcomes.
Interpretation
Our results are in keeping with the Ugandan, 3 Kenyan, 22 and CIPRA 4 trials and support provision of ART follow-up care by non-physicians. The generalisability and feasibility of implementation of our programme are supported by its basis in many clinics throughout a province. The suppression of viral load in patients who were already receiving ART at enrolment is similar to that reported for the Ugandan trial. 3 However, our trial provides original evidence of the eff ectiveness of a nurse-led system on the clinically challenging task of ART initiation, including for patients recently or newly enrolled in the treatment programme. We have shown that expansion of nurses' roles to include ART initiation can be done safely and can improve health outcomes and quality of care, but that time to ART initiation or mortality did not change. Several observational studies support the role of non-physician clinicians in provision of ART care, but few are of programmes in which ART initiation is led by non-physician clinicians. 2 Taken together, our study and the others we have identifi ed suggest that the present approach of non-physician clinicians expanding ART programmes in resource-constrained environments is safe and feasible. admission in the intervention group than in the control group in cohort 1, and the task shifting of clinic visits from doctors to nurses in cohort 2, indicate that resources are used more effi ciently with the programme than without. The cost-eff ectiveness of the intervention will be reported separately. The suitability of this approach in countries where access to physicians is even more restricted than in South Africa or is non-existent should be assessed in a separate trial. Our results are relevant to other countries in Africa because they show that non-physician health workers can provide comprehensive ART care, including ART initiation, after just four additional short training sessions. Our training methods and guideline design have been previously assessed and are already being implemented in The Gambia and Malawi. 25, 26 
